INTRODUCTION AND OBJECTIVES:
Total penile reconstruction (TPC) is challenging, with surgical goals including an acceptable cosmetic and functional phallus, with restoration of sufficient penile length for social integration.
This video highlights the complete process of TPC utilizing the radial artery free forearm flap (RAFFF).
METHODS: RAFFF phalloplasty creates a cosmetically acceptable phallus with tactile and orgasmic sensation, incorporated neo-urethra enabling urinary and/or ejaculatory drainage, whilst ensuring length and rigidity to enable penetrative sexual intercourse.
RAFFF STAGES INCLUDE: 1) Phallus formation with neourethra and microvascular transfer to the recipient site; 2) Glans sculpture utilising the modified Norfolk technique; 3) Penile implant insertion. Each stage is performed at 3-monthly-intervals; complications being dealt with during the following stage, reducing overall procedure numbers. 1) Forearm flap is raised preserving neurovascular components, with a medial component to form the neo-urethra. The lateral phallic part wrapped around the urethra in a 'tube within a tube' fashion.
Recipient site is prepared with complete disassembly of the penis.
The phallus is transposed to the recipient area and spatulated urethral anastomosis performed. Vascular, neural and urethral microsurgical anastomoses are performed. The donor forearm is covered with a full-thickness buttock skin-graft.
2) A neo-glans is fashioned using a circumferential incision; full thickness skin is lifted and rolled to form a pseudo coronal ridge, with a full thickness graft inserted into the proximal defect. The abdominal skin incision (graft site), offers convenient access for reservoir placement.
3) Penile implant is performed through a peno-scrotal incision. A vascular graft distal cap is applied to the tip of the cylinder, minimizing distal erosion risk.
RESULTS: For cases shown in this video, the post operative course was uneventful.
CONCLUSIONS: RAFFF yields reliable cosmetic and functional results. Patients must be warned, however, that the process requires several staged procedures that the complication rates are significant.
Source of Funding: none

V05-02 BULBO-MEMBRANOUS URETHROPLASTY WITH "BAES-FLAP": A DESCRIPTION OF THE SURGICAL TECHNIQUE
Alfredo Gil-Vernet*, Manuel C espedes, Franklin Díaz, Jordi Ropero, Barcelona, Spain INTRODUCTION AND OBJECTIVES: Complex iatrogenic urethral stenosis usually requires multistage procedures or even a definitive perineal urethrostomy which must not be considered a reconstructive procedure but a urinary diversion. The biaxial epilated scrotal flap ("BAES-flap") provides a convincing resource to be included in the armamentarium of the reconstructive surgeon who confronts challenging stenotic urethral disease.
METHODS: A 54-year-old male with a history of chronic urinary tract infection had been diagnosed a bulbar urethral stenosis in 2008 and treated with multiple visual internal urethrotomies which worsened the urethral stenotic disease. The accompanying video depicts a technique of one-stage bulbo-membranous urethroplasty based on a ventral "BAES flap" in patch configuration 6 cm. wide which is supported with a synthetic mesh.
RESULTS: A complex bulbar and membranous urethral stenosis was corrected as a one-stage procedure.
CONCLUSIONS: The biaxial epilated scrotal flap ("BAES-flap") has permitted us to solve a complex iatrogenic urethral stenosis in a reliable one-stage urethroplasty.
Source of Funding: None. METHODS: We reviewed our experience of VUAS robotic reconstructions at our institution by a single surgeon over the past year. We tabulated patient characteristics, preoperative workups, operative approaches, and short-term outcomes and present these, with emphasis on operative techniques, in this video series.
V05-03 ROBOTIC RECONSTRUCTION FOR RECALCITRANT POST-PROSTATECTOMY VESICOURETHRAL ANASTOMOSIS STENOSIS: VIDEO CASE SERIES
RESULTS: We present four patients who underwent robotic reconstruction for post-prostatectomy VUAS between 2017 and 2018. They had failed a range of 2 to 6 endoscopic treatments. Three of the four had obliterative stenoses and were treated with a transecting repair, while the last had a non-occlusive stenosis that was repaired with Y-V plasty. We emphasize techniques such as development of the plane posterior to the bladder, near infrared fluorescence to guide identification of urethra and bladder neck, and traction sutures to facilitate the vesicourethral anastomosis. None of our patients experienced recurrence of stenosis to date and two had restoration of continence, one inherently and one via artificial genitourinary sphincter.
CONCLUSIONS: Robotic reconstruction is a viable approach to recalcitrant VUAS with several potential benefits including a less invasive approach, improved visibility and dexterity in the pelvis, and sparing of the perineal planes to promote opportunities for restoration of continence.
